The lower lip is a common site for malignant neoplasms of the skin. Treatment typically involves surgical resection; however, difficulties are associated with the functional and aesthetic reconstruction of the lip. Therefore, various surgical procedures have been devised.^[@R1]--[@R3]^

To reconstruct long horizontal defects after the resection of malignant neoplasms of the lower lip, Yano et al.^[@R4]^ reported a method to reconstruct the white lip with a V-Y advancement flap and vermilion with a tongue flap. In the reconstruction of the lip using a V-Y advancement flap and tongue flap, we deepithelialized the V-Y flap, lifted its upper margin and sutured it to the upper margin of the remaining lip, and then covered it with the tongue flap, thereby successfully reconstructing a thick lip. This new procedure is described as follows.

CASE
====

A 61-year-old man was admitted with biopsy-proven well-differentiated squamous cell carcinoma on the lower lip. The lower lip from the white lip to the vermilion with normal tissue margins of 10 mm was excised. The height of the white lip defect was approximately 1 cm. An isosceles triangular flap is designed with the incision line in the white lip as the base and the lower end of the mentum as the vertex. After tumor resection, an incision is made in the flap. At the beginning, only the skin and subcutaneous tissue are incised, the orbicular muscle of the mouth is left intact. An area of approximately 2 cm around the flap is detached over the orbicular muscle of the mouth, the caudal side of the orbicular muscle is split, and the flap is detached upward to facilitate its upper advancement. The orbicular muscle may be severed approximately 1 cm from the upper margin of the flap to permit smooth lifting of the flap. The flap is advanced upward with the orbicular muscle, the upper margin of the lip flap is lifted to the remaining upper margin of the lip, to which it is temporarily sutured (Figs. [1](#F1){ref-type="fig"}, [2](#F2){ref-type="fig"}).

![Operative technique using a deepithelialized V-Y flap and tongue flap. The V-Y flap is deepithelialized and advanced, its upper margin is lifted to the upper margin of the remaining lip, and then sutured.](gox-5-e1513-g001){#F1}

![The paramedian sagittal section of the lips in Fig. 1 was indicated.](gox-5-e1513-g002){#F2}

The V-Y flap was advanced upward with the orbicular muscle, and the flap was deepithelialized, and the upper margin of the flap was lifted to the upper margin of the remaining lip and sutured (Fig. [3](#F3){ref-type="fig"}). A tongue flap with a superior pedicle is designed on the reverse side of the tip of the tongue. Then the tongue flap is applied over the deepithelialized flap and sutured. Two weeks later, the tongue flap was divided and the donor site sutured. The follow-up period was 2 years with no recurrence. Lip function was excellent, and dentures were used without any issues (Fig. [4](#F4){ref-type="fig"}; **see Supplemental Digital Contents 1 and 2**, <http://links.lww.com/PRSGO/A554>.)

![Deepithelialization of the flap in case 1, and the tongue flap was designed.](gox-5-e1513-g003){#F3}

![Frontal view 2 years after surgery.](gox-5-e1513-g004){#F4}

DISCUSSION
==========

Important points in the selection of the method for lip reconstruction are that it is mildly invasive, does not cause impairment of mouth opening due to lip hypertonia, and the outcome is satisfactory in color and texture. Bai et al.^[@R5]^ reported total and near-total lower lip reconstruction over 20 years and concluded bilateral local techniques, such as Yu's flap and V-Y flap or free flap, were useful. However, the vermilion cannot be reconstructed using these methods, which is disadvantageous.^[@R5]^ Rahpeyma and Khajehahmadi^[@R6]^ also reported the submental transposition flap and anteriorly based ventral rectangular myomucosal tongue flap for lower lip reconstruction. However, the limitations of these methods are as follows: first, they are not functional reconstructions and the sphincter function of the lower lip does not return; second, they are not innervated flaps (motor and sensory).^[@R6]^

Recently, Yano et al.^[@R4]^ reported a method for reconstruction of a long horizontal defect after resection of a malignant tumor of the lower lip, consisting of reconstruction of the white lip with a V-Y advancement flap and vermilion with a tongue.^[@R4]^ A wide defect extending along 1/2 or more of the vermilion is a good indication for a tongue flap for the lower lip. Since the report by Yano et al.^[@R4]^, reconstruction using a V-Y advancement flap and a tongue flap has also been reported by Urushidate et al.^[@R7]^ and Chen et al.,^[@R8]^ and a wide horizontal defect of the vermilion is considered a good indication for the procedure. The tongue flap was first used for vermilion reconstruction by Lexer^[@R9]^ in 1909. Reconstruction using a tongue flap has the following advantages: rich blood flow and a high flap survival rate, usability of a relatively wide area of mucosa, procedural simplicity, excellence in color and texture, and greater strength and flexibility compared with other areas of the oral mucosa. However, it has the following disadvantages: the necessity of 2 operations for tongue flap suturing and separation,^[@R10]^ and, when lifting a large tongue flap, marked postoperative tongue deformation, possibly causing impairment of tongue movements, taste disorder, and dysarthria. In this case, the patient was managed with nasal liquid diets in the hospital for 2 weeks after suture of the tongue flap to the V-Y flap to maintain rest and cleanliness of the local region.

In the reconstruction of a thick vermilion, a tongue flap including the lingual muscle bodies in addition to the lingual mucosa and aponeurosis must be lifted, but this is considered to increase the risk of the above postoperative complications. The deepithelialized advancement flap prepared by us was moved to a site above the defect together with the conserved residual lower orbicularis oris muscle. In addition, the tumor had long morphology in the horizontal direction in this patient, and the lengths of resection and movement of the orbicularis oris muscle were approximately 1 cm, respectively. The orbicularis oris muscle could be moved without transection within this range of defect, through which the lip function may have been retained, enabling eating and talking with no problem after surgery.

We, therefore, reconstructed a thick vermilion by deepithelializing a V-Y flap, pulling up its upper margin and suturing it to the remaining upper margin of the lip, and covering the deepithelialized V-Y flap with a tongue flap. By this simple method, we could functionally and aesthetically reconstruct a thick vermilion by preserving the function of the orbicular muscle of the mouth without excessively sacrificing the lingual muscle in tongue flap reconstruction. This method is recommendable for the reconstruction of wide horizontal defects of a thick vermilion.

CONCLUSIONS
===========

To reconstruct long horizontal defects after the resection of malignant neoplasms of the lower lip, we deepithelialized the V-Y flap, lifted its upper margin and sutured it to the upper margin of the remaining lip, and then covered it with the tongue flap, thereby successfully reconstructing a thick lip.

PATIENT CONSENT
===============

The patient provided written consent for the use of the images.
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